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from the PEPFAR Lesotho interagency team and strong collaboration with The Global Fund and

the Ministry of Health. With COP20, PEPFAR Lesotho will achieve the UNADS 90-90-90 targets

in all age and sex bands andhational 95-95-95 targets. Achieving this will result in 90% treatment

coverage overall for people living with HIV (PLHIV) in Lesotho and a decline in HIV related deaths.

Reaching epidemic controlz the point at which new HIV infections fall below the number of AIDS -

related deathsz remains the overall PEFPAR goal, and one the USG program will support Lesotho

to achieve. PEPFAR Lesotho is hopeful that the LePHIA 2020 results will show that we have already

reached the UNAIDS 9090-y I C¢T A1 08 4EA OAOOI 0O xEI1 AA A OAOGO
work over the past five years to scale up casénding and treatment services.

It is against this background that COP20 will begin to look different. PEPFAR Lesothawill evolve
our program towards maintenance and begin to critically evaluate how to transition the PEPFAR
program to the host government and local partners. Since COP19, our program has reflected a shift
in approach for our testing services and casdinding strategies being increasingly targeted. In
COP20, the PEPFAR Lesotho program will shift our focus to retention on treatment to ensure that
PLHIV are virally suppressed, especially considering the current public health threat with the novel
coronavirus outbreak. PEPFAR Lesotho will increasingly work with and implement activities
through indigenous partners to build local capacity, increase program sustainability, and ensure
sustainable epidemic control.

In COP20, we will continue to prioritize finding me n 20-35 years, put them on treatment and ensure

that they are retained., AOT OET 6 0 OECI AOOOA [ AT 860 Al ETEA 11 AAI
scaledOD O AO 1 AAOGO i1 OEOAO ET #/ 041 8 4derBedidg | AT 6O
informed testing and HIV self-testing for efficient and effective casefinding. To promote retention,

male-Z£OEAT A1 U A@PAOO AlI EAT OO0 xEIl AA EAAT OEZEAA Al OE
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COP20 will continue to focus resouras and investments in the supply chain management system
(SCM). PEPFAR Lesotho conducted a roetause analysis of deficiencies in the SCM and developed
a corrective action plan. One key component of this plan was the establishment of a coordination
body cdled the Supply Chain Management Directorate to bring governance, accountability, and
improved performance to SCM. For COP20, the GOL confirmed their commitment to appropriate
M470 million for the explicit procurement of a full year of ARVs for all Basotho living with HIV.

PEPFAR Lesotho has worked with a wide range of stakeholders in developing COP20. Open and
frank dialogue with civil society, monthly performance monitoring meetings with implementing
partners, and close collaboration with the Governmert of Lesotho (GOL) and The Global Fund to
Fight AIDS, Tuberculosis and Malaria (GF) is the norm. The PEPFAR Lesotho team has worked
exceptionally closely with GF to ensure complementary scale up of the DREAMS program to two
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additional districts and are collaborating on a national effort to bring community -led monitoring

to Lesotho. Through the quarterly PEPFAR Oversight and Accountability Review Team (POART)
meetings, the PEPFAR Lesotho program works alongside the Government of Lesotho and all
stakeholders to successfully achieve our shared goals and ensure synergy between national HIV
programs and development partner projects. Not only has the PEPFAR team always worked well at
the interagency level, they have expanded this collaborative spirit to stakeholdes and other donors,
always keeping in mind the larger goal of achieving their targets and reaching epidemic control.
COP20 is a direct result of this strong interagency and stakeholder collaboration.
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2.1Summary statistics, disease burden and country  profile

Lesotho has a total population of 2,60,426people, 51% of whom are women and130 of whom are
under the age of 15.The country is divided into ten districts, five considered highlands and five
lowlands. Lesothois classified as a lower middleincome country with a Human Development Index
of 0.518and a Gross National Income (GNI)per capita of $3,244 2 Seventytwo percent of the
population live in rural areas.s

In 2019, theLesotho Bureau of Statisticscompleted population projections for each year up to 2036
based on the 2016 Census. Thesgdated numbers have been incorporated into our popuation -
level estimates in the UNAIDS Spectrum model along with the 20162017 Lesotho Population Based
HIV/AIDS Impact Assessment (LePHIA) district HIV prevalence and incidence and country 2018
program data. This model forms the basis for PEPFAR planning”revalence among men ad women
1559 was 5.6% in 2018. LePHIA results showed that women have a higher HIV prevalencehan
men at all ages with the exception of 5559 years.

Lesaho is supporting 207 health facilities across the ten districts in COP20 with Prevention of
Mother-to-Child Transmission (PMTCT), HIV testing, and HIV care and treatment. Voluntary

medical male circumcision (VMMC) services will be synergized between PEPHAR Lesotho andGF,

xEOE OAOOEAAO bOi OEAAA ET OEA Z£EOA 11 x1I AT A AEOOO
Hoek) by PEPFAR Lesotho and in the five highland districts (ButhaButhe, Mokhotlong, Thaba-

Berea and Leribe urban centers that border South Africa, where female sex workers (FSW) and men

who have sex with men (MSM) are concentrated. In 2019 the report of the second Integrated Bio

Behavioural Suneillance Survey for Key Populations in Lesotho (IBBSS2) was released giving size
estimates for FSW and MSM in four Districts: Butha Buthe, Leribe, Mafetengand Maseru.

Lesotho continues to be ranked second highest inthe world for HIV prevalence and highest in
incidence among people 159 years. Incidence has seea reduction from 1.9 identified in the 2014
Demographic and Health Survey (DHS)to 1% from the LePHIA in 2017s Lesotho was the first
country in sub-SaharanAfrica to implement Test and Startin June 2016. In 2017, Lesbb adopted
multi -month dispensing (MMD) for stable patients. During COP20, Lesotho will continue to scale

1Lesotho Population Projections 20162036, 2019
2UNDP, http://hdr.undp.org/en/data , 2019
3World Bank, http://data.worldbank.org/country /lesotho, 2018

4 UNAIDS, https://www.unaids.org/en/regionscountries/countries/lesotho , 2018
s LePHIA 2016207, Dec 2018


http://hdr.undp.org/en/data
http://data.worldbank.org/country/lesotho
https://www.unaids.org/en/regionscountries/countries/lesotho

up index testing in health care facilities, HIV self-testing (HIVST), Pre-Exposure Prophylaxis PrEP),
TB preventive therapy (TPT) and differentiated models of care completing a transition to TLD that
began in August 2019

In COP20 Lesotho will consolidate and enhance the eRegister program and health information
exchange in 172 facilities supported by PEPFAR, enabling a wujpie identifier for all people living
with HIV allowing case monitoring from the time the person tests for HIV. Retention in treatment
is a barrier to epidemic control in Lesotho. The eRegister and health information exchange will
provide the ability to t rack those on ART across facilities and clarify the extent of retention within
the program. In February 2020 the Ministry of Health endorsed the Health Management
Information System (HMIS) Strategic Plan 2018022 providing a policy for electronic medical
records.

, AOT OET 80 Cci OAOT T AT O EAO AAAT OODPDBPI OOEOA 1T £ 0 %0 &!
barrier to HIV testing and treatment. Identifying the HIV infected and treating men and women

1524 years of agés a key challengeand urgently needs tobe addressed to reach the 90-90 goals

in these populations. Frequent changes in key personneht the Ministry of Health (MOH) and
ITCiETC PI 1 EOEAAT EOOOAO OEOAAOAT OERGOOAMBAOO 1T A&
I £ , AOT O HEdviéed Nationdl Stidtegic Plan for HIV and AIDS (NSPR0182023endeavors to

halve new infections and AlDS-related deathsby 2023 and elminate mother to child transmission

of HIV (MTCT), by focusing ontwo core programsand eight program results

1. Expanded Access to Treatment and Combination Prevention

i. 95% of people aged 15 and over have accessed combination prevention;
ii. MTCT eliminated and 95% of children living with HIV on treatment;
iii. Test and treat cascade fast tracked to attain 9®5-95 targets.

2. Social and Structural Enablers

i.  Gender and human rights related barriers removed

ii.  75% of People Living with HIV/AIDS (PLHIV) at risk of and affected by HIV, benefit
from HIV -sensitive social protection

iii.  Atleast 40% of the HIV/TB response is communityled and sustainable

iv. Health system is peoplecentered and sustainably integrates HIV, TB and other
infections

v. Increased efficiencies and financialinvestments from less than 70% to 90% of the
NSP budget
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Table z.1.1 Host Country Government Results

Total =15 15-24 25+ 5 ¥
olal - - - ource, rear
Female Male Female Male Female Male !
N % N % N % N % N O N %o N %
Total Population 2,050,426 | w0 319,393 | 15.6 nfog | 155 18,166 Q.7 o8 | 9.8 527,237 25.7 | 486708 237 :‘?::-T;c fit::q Population
HIV Prevalence (%) 25.6 26 15 1.1 34 0.4 0.8 Jﬂl?-_ﬁm&
[25+ iz 15-54]
AIDS Deaths {per year) 54940 235 241 248 183 o7 2531 200G, Spectrum
# PLHIV 336,006 5316 5.301 19,871 B854 173,381 123,283 2009, Spectrum
2007, LePHIA
Incidence Rate (X1} 1.10 -- -- 1.4 013 1.22 L 7 X
[25+ i5 15-59]
New Infections {¥1) 10,352 2o, Spectrum
Annual births 47,163 - 2008, MICS
% of Pregnant Women with at
- L - - — fg.6 - w 8, MICS
least one ANC visit w3 ? 2o
Pregnant women needing ARVs Q68 - 2009, Spectrum
Orphans (maternal, paternal, double) | 104,814 TT.g26 TTa2h 153,481 153,481 - -—- 2o, Spectrum
Motified TBE cases (Y1) TA24 143 143 - - 2424 (15+) 4419 (15+) zong, Global TE Report
% of TB cases HIV infected H5l -- - -—- -- - -- - - -- - -—- - 2014, Global TE Report
% of Males Circumcised 27 874 12,401 | 47 76,256 15 35,217 18 200G, Program Data (n
Estimated Population Size of o8 2018, IBBSS2
MSM* = - (4 Districts)
208, IBB552
MSM HIV Prevalence - 24.6 -
(4 Districts)
2008, IBBSS2
Estimated Population Size of FSW | 7587 - (4 Districts)
FE HIV B i 2008, IBESS2
: revalence -- 47.2 (4 Districts)
Estimated  Size of  Priority 314
. . T z.a47 zon4, LCS
Populations {Prisoners) prey.
Estimated Size of  Priority 2017 in-country
. ! T )
F1:-|_:>ul,at_||:-n5 Prevalemce  (Taxi | 4,947 estimate (15+)
Dirivers)
Estimated size of population 3,000 1t 2017 SABERS

[Military}




Table 2.1.2 g5-95-95 cascade: HIV diagnosis, treatment and viral suppression
Epidemiologic Data HIV Treatment and Viral Suppression :::;::t,:,:agjnd Linkage to ART Within
Total . .
Population | HIV Matioated | pLHIV ART Viral Tested for | Di2gmosed | o iated
. ++ | Total diasnosed | OnART . HIV
Size Prevalence PLHIV' agm (#) Coverage | Suppression | HIV Positive on ART
Estimate* | (%) ® (1 (%) (%)t (#) ) (#)
(#)
Total .
population | 2050426 | 2561 336,006 274,597 246,174 | go% 95% 906,050 25,599 28,146
Population
asyears 637,484 2.1 10,617 10,249 8,275 81% B87% 166,517 F00 691
:{e:.:s 52| 200,83 3.4 8,854 6,490 4816 | 74% 85% 74,607 875 719
:’:‘:S = 496,135 20.8 123,283 96,194 86,526 go% g5% 173,046 10,578 gb42
Women 15-
24 years > | 198,166 1.1 19,871 13,448 9.440 70% 92% 190,920 4,908 4,483
::::: 3T 535,56 30.4 173381 148,216 | 377 | 93% 95% 300,932 12,538 12,611
MSM= 6,081 24.6 1,496 - - 4,458 190 36
FSW™ 7,587 472 3,581 - - 3,040 519 124
PWID No data — — — — L _ —
Priority Pop
({Prisoners) 1,642 94 B1

*Lesotho Population Projections Report, 2006-2036

“LePHIA, 2017
fSpectrum zo20

*Prﬂgram data, Qtr1 Fyzo|

"ls-w prevalence
“IBBSS, 4 Districts, 2018
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Number of Individuals

Figure 2.1.3 National and PEPFAR trend for individuals currently on treatment
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Figure 2.1.4. Updated Trend of New Infections and All -Cause Mortality Among PLHIV
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Figure 2.1.5 Progress retaining individuals

lost in life long ART in FY19
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Figure 2.1.7. Epidemiologic trends and program response for your country (Figure 2.1.1.3in
COP20 Guidance)
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2.2 New Activities and Areas of Focus for COP20, Including Focus on Client Retention
i .

Retention remains a major strategic priority for treatment program growth. The COP20 goal for
retention is to ensure increased access to quality and client centered ART services to attain durable
viral suppression, prevent HIV transmission, and improve the health and wellbeing of all PLHIV in

all sexes and agegroups. The APR19 results show that although the retention proxy was high at
96%, with 95% virally suppressed and 28,146 newly initiated on ARThe treatment growth is low

at 3.7% (TX_NET_NEW of 8,097). Les&t| 6 O 48 - #522 1 A0 cOl xOE EO
of 20,049 PLHIV with men and women aged 1814 years accounting for >90% of the clinical
cascade attritions. Mortality rates maintain low at 1%. Lostto-follow-up (LTFU) is the main cause

of clinical cascade attritions with 14% lost within the first three months of ART initiation and 86%
lost after having been on ART for > 3 months.

The main reasons accounting for 80% of missed appointments include working in South Africa
(16%), atwork locally (14%), site documentation errors (12%), temporary travel (10%), felt
cured/healthy (8%), forgot (6%), transport challenges (6%), selftransfers (4%), wrong addresses
(4%), and at school (3%). A programmatic root cause analysis identified service deliveryna
systemsrelated barriers that included sub-optimal ARV ordering to meet the demand for services,
incomplete documentation and triangulation of data across multiple clinical cascade registers, and
frequent staff rotations impacting understanding of the PEPFAR and MOH reporting requirements.

During COP20, HIV treatment program growth will be fostered through three strategic priorities:

i. improving the uptake of test-and-treat services for newly diagnosed PLHIV and
improving linkages to >95%;

il. active case mangement and proactive tracking of treatment defaulters and LTFU to re
engage them back in to care;

iii. expanding access and uptake of differentiated service delivery models based on client
needs and retention barriers.

Lesotho has a strong policy framework fosering sameday or rapid ART initiation for all PLHIV
irrespective of CD4 status. The program will consolidate the gains of intrafacility linkages using
Retention Case Managers and strengthen the facilifcommunity linkages either through active
escort orintegrated outreach. Early retention of newly initiated clients will be fostered through day
7 counsellor checkins, provision of optimized treatment regimens that have fewer side effects,
strengthening counseling on treatment literacy prior to ART initiat ion, and active tracking of those
initiated at community level to ensure they receive their facility refill on time.

Program results demonstrate that active community tracking of missed appointments using
community linkage coordinators and focal persons results in 74% return to care. In COP20, the
program will expand the eligibility criteria of tracking efforts to include all beneficiaries at high risk

12| Page
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of LTFU (i.e. newly initiated on ART, children, adolescents, pregnant and breasteeding women,
viremic patients, and those with advanced HIV disease). During COP20, the PEPFAR Lesotho
program will consolidate all facility- and community-based treatment linkage and retention
supporters into one optimized role of Retention Case Managers.Based on the client'sneeds, a
Retention Case Manager might be a professional counsellor, LENASO Focal person, mentor
mother, adolescent ambassadors, or peers. Retention Case Managers will be utilized to proactively
track these high-risk clients, in addition to tracking all mis sed appointments. Scheduled
community follow -up visits will also be provided based on client needs e.g. caregivers of children
living with HIV for assisted disclosure, OVC-case management, pregnant & breastfeeding women
and their infants.

Programmatic shifts for tracking will involve

f ensuring that >95% of all patients on ART are enrolled in the CommCare App to enable
them receive SMS appointment reminders

1 eliciting of >1 phone contact for all clients, including South African numbers to improve
follow -up,

1 shortening the duration of the first tracking to be within 24 hours of a missed appointment,

{1 ensuring that all LTFU clients are tracked at least three times to ensure linkage to care,

f and institutionalizing a data triangulation day in all ART sites where the tracking outcomes
are updated in the client ART cards, tracking tools, registers, an&Registersystems.

ART re-engagement services

Re-engagement servicewill be expanded in all sites that account for 80% of the LTFU, ensuring
that at least 95% have documented tracking outcomes including facility to facility transfer
documentation and linkage back to treatment. Clinical cascade attritions will inform site level
performance benchmarks for return to treatment services and all sites will be nonitored weekly to
ensure they are on schedule to reengage clients on ART. Professional Counsellors will serve as
initial case managers for all newly reengaged clients providing enhanced adherence counseling,
telephone follow-up check-ins, and support to ensure timely viral load monitoring. All re -engaged
clients will be linked to existing differentiated service delivery models, e.g. malefriendly health
care, adolescent friendly health care, viremia clinics for the unsuppressed, weekend clinics for
children, and PMTCT settings for pregnant and breastfeeding women.

i - h scrioti | di ing ( :

MMD will be expanded for all stable children, adolescents, and adults on ART to attain 90%
coverage, including provision of 36 month refills and appointment spacing. Two models of MMD
will be implemented to meet client need: (i) facility -based MMD, including pharmacy fasttrack to
reduce waiting times and decongest clinics; (i) community based MMD, provided through peer
led models that include community ART groups (CAGs), mentor-mother support groups for stable
pregnant and breastfeeding women (including CTX refills for their HIV exposed infants), and
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mobile clinics for the high transit areas in Maseru and Maputsoe and the factory workplace
program. All PLHIV receiving MMD will have at least one annual clinic visit to ensure timely viral
load monitoring.

: listributi

DDD will be a new initiative implemented in COP20, targeting clients who are virally suppressed
but either prefer to pick up ARVs in the private sector, or face barriers to returning to collect drugs
in the public sector (e.g. due to work schedule, incountry travel, or transport challenges). DDD is
a patient-centered opt-in service delivery model, leveraging eisting private sector providers (e.g.
hospital or community pharmacy, e-lockers, or pharmacyin-a-box) to expand availability of ARVs
drugs in urban and peri-urban settings located in catchment areas of highvolume, low-retention
sites that may have longwaiting times. The program collaborates with the MOH, other donors,
and private sector entities to layer on additional non-HIV -related disease areas to leverage
resources and reduce stigma and discrimination for PLHIV served through this model. The model
is anticipated to improve retention among key target groups, including men, and will be initially
implemented initially in Maseru district, which registered the highest cascade attritions in APR19.
The DDD program will seek to integrate services withFP, condoms and other norcommunicable
disease drugs.

All participating beneficiaries will provide informed consent to enable the drug distributors reach
them at convenient locations for their ART refills, adherence counseling, and retention support.
Enrolled clients will set an appointment schedule for drug delivery and at least one annual clinic
visit for viral load monitoring and will receive SMS reminders to ensure they are available to receive
their refills on the agreed dates. Patients who miss scheduled pickups or have a change in clinical
status (e.g.acute opportunistic infection, malnutrition, etc.) will be reverted to the health facility -
based care until stable.

The MOH will provide ARTSs for the DDD model (through the NDSO or targeted health units) and
all distributors will ensure real-time updates of the site pharmacy stock records, client ART cards,
and eRegistes. PEPFAR, the NDH and private-sector pickup points will sign MOUSs to agree upon
incentives (e.g. delivery fee of estimated at $2 or consultations fee per client per drepff) to ensure
private sector participation in the program. Beneficiaries will receive ARV refills for free, but may
be required to pay a feefor-service for non-HIV related commodities.

Key implementation activities will entail a market analysis to identify potential altern ative
distribution points, attaining Government of Lesotho commitment to provide ARVs for this
program, defining the initial population segments and program targets, training of private
pharmacists in dispensing and reporting, and demand creation activities. Program performance will
be monitored through monthly reports and support supervision to ensure that quality of services,
proper documentation and commodity storage are maintained.
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losing i

The Closing the Treatment Gap intiative will build off lessons from the initial pilot that tracked
Basotho that had been recorded as LTFU. External migration is a key determinant of sustained
treatment retention with 24.3% Basotho aged 159 years (i.e. 30.9% of men and 17.8% of women)
reporting having lived outside of Lesotho, at least 6% are away for one or more months, and with
95% being in the Republic of South Africa, (LePHIA, 201:4027). The pilot program matched the
LTFU clients using first name, surname, date of birth and gender ¢ identify them on the Tier Net
system in four districts in South Africa. Preliminary results of the 45 matched clients showed that
76% were active on ART, 13% were LTFU 8outh Africa, 9% had transferred out, and 2% died. This
initial pilot identified th e economically active group aged 323 years, who had been on ART for at
least 48 months, indicating it reached the subpopulation that contributed to the highest cascade
attritions.

The COP20 program interventions for Closing the Treatment Gap will be &panded to additional
districts in Lesotho and South Africa, which will then be discounted off the TX CURR targets,
especially in the context where national treatment program data is lower than the $ectrum 2020
and LePHIA, 20162017 population surveys.A community tracking component will be included to
identify treatment outcomes for Basotho who are lost in South Africa or transferred to other sites
to confirm treatment re -engagement.

These COP20 strategic priorities will be scaleelp based on thevolume of clients and collaborative
quality improvement interventions for different target populations will be implemented at facility
level. The PEPFAR Lesotho program will continue to foster learning to improve retention using
facility QI teams and district QI coaches to improve the quality of services. Retention interventions
by specific subpopulations are covered in section 4.2 of the SDS.

2.3Investment Profile

In Lesotho, the GOL, GF, and the United States Government (USG) through PEPFAR primarily il

OEA ()6 OAODPIT OA8 / OAO OEA DPAOO AEAx UAAOOh 0%0&! 2
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response has therefore increased. Historic GF expenditure for thewo-year grant from 20162018

was just under 80%. The current grant 2018021 is $67 million. In the first year, they spent $21.46

million.

Historically, the GOL has maintained their commitment to the HIV response, especially the
procurement of ARVS. In the past year, this commitment has waivered and gaps in funding have
required immediate attention from GF and PEPFAR.

Table 2.3.1 shows that the total HIV expenditure in 2019 (PEPFAR) and 2018 (GF and GOL) was
$144,768,756. The 2020 Resource Alignment shove OEAO 0%0&! 26 0 AT 1 OOEAOOQEI
response in 2018 was 52% of the HIV expenditure. The largest cost categories are those directly
associated with achieving the 9690-90 goals.
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Table 2.3.1 Annual Investment Profile by Program Area

Program Area Total Expenditure % PEPFAR" % GF" % Host
Country!

Care and Treatment $64,032,264 38% 26% 36%

HTS $16,840,650 68% 19% 13%
Prevention $19,561,097 55% 27% 18%

ovcC $7,301,649 51% 6% 43%

Above Site Programs $10,985,463 37% 17% 46%
Program Management $26,047,633 90% 10% 0%

Total $144,768,756 54% 21% 25%

*2020 Resource Alignment: PEPFAR 2019
2020 Resource Alignment: Global Fund 2018

t2020 Resource Alignment: Government of Lesotho 2018
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Table 2.3.2 shows that GOL procures the majority of commotiies, with a particular note around the continued commitment for the
procurement of ARVs (including those for PrEP). PEPFAR continues to secure buffer stocks for rapid test kits, as well as thejority of
viral load commaodities. GF continues to procure ARVs, test kits, condoms, reagents, and other commaodities. In 2019, the@. was not
able to fulfill their historic contribution to ARVs. This caused an immediate response from GFto fill the gap.

Table 2.3.2 Annual Procurement Profile for Key Commodities

Commodity Category Total Expenditure % PEPFAR: % GF* % Gov. of Lesothos
PSM $1,927,991 1% 29% o%
Consumables $304,200 100% 0% 0%
RTKs $1,985,474 30% 70% 0%
Viral Load commodities $434,878 100% 0% o%
Lab Supplies $7,431,211 71% 20% 0%
Health Equipment $75,895 0% 100% 0%
Medicines $2,243,823 51% 49% 0%
Condoms $395,836 o% 100% o%
ARVs $28,489,916 0% 22% 78%
Total $33,918,935 21% 28% 51%

2020 Resource Alignment: PEPFAR 2020 Budget
2020 Resource Alignment: Global Fund 2020 Budget
iMinistry of Health self-reported ARVs only

As Table 2.3.3 shows, the only blateral USG nonPEPFAR funding in Lesotho is for Peace Corps and MCC. Lesotho does benefit from
small amounts of regional funding through the USAID regional office in Pretoria.

Table 2.2.3 Annual USG Non-PEPFAR Funded Investments and Integration

Funding | TOtal USG BRJ:;;EE:;AR Co.|#  Co-| PEPFAR COP

Source Non-PEPFAR Fundin PEPFAR Funded Co-Funding Objectives

g o
Resources IMs IMs Contribution

Eze::i 1,738,200 $1,738,200 . $076,618 E:Z?mﬁ;l]::mg for Peace Corps Lesotho. FY21 is expected to
$9,740,000 is the updated funding amount for feasibility

MCC $9,740,000 $0 4] $0 studies and compact stand-up. The funding for the full
MCC second compact is still undetermined.

Total $11,478,200 $1,738,200 1 $976,618
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2.4 National Sustainability Pr  ofile Update

PEPFAR Lesotho completed a Sustainability Index Dashboard (SID) in August 2019 to assist with

identifying areas of weakness that are critical to the HIV and AIDS response and the attainment of

epidemic control in Lesotho. Among the 17 sustainhility elements, sustainability strengths were

OpPI ATTET¢C AT A AT 1T OAET AOEITo6 j AAOE COAAT qh OPI 1 EAE
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national health system and service deliveryand strategic information domains (except for

DAOAI Oi ATAA AAOAQ xAOA EAAT OEEEAA AO OOOSHAET AAET
investments have been appropriately allocated to address these sustainability \oerabilities,

specifically in the following elements: 1) service delivery; 2) commaodities security and supply chain,

3) laboratory; and 4) epidemiological and health data. There has been a modest increase in the SID

score for commaodities security and supgy chain, laboratory, and epidemiological and health data

between 2017 and 2019. Service delivery, however, has decreased slightly in the SID score. In light

of this, PEPFAR Lesotho will continue to invest in HIV program coordination and policy and

guidelines development, particularly for technical assistance in TLD transition, pediatric ART

optimization, and update of National ART guidelines.

In COP20, PEPFAR Lesotho will continue to focus abovsite investments in commodity security
and supply chain, laboratory systems, andepidemiological and health data due to sustainability
vulnerabilities in these areasas the program transitions to host-country led.

i , | suonly chai

PEPFAR Lesotho will continue to support the MOH to strengthen commaodity security, an element
that is critical in helping Lesotho reach epidemic control. For example, Lesotho has experienced
various commodities stock-out challenges and has been unable to provide a secure supply of ARVs
at the site level for 36 months of MMD. PEPFAR Lesotho will provide technical suport and
capacity building to the newly announced Supply Chain Management Directorate (SCMD), District
Health Management Teams (DHMTs) and the National Drug Services Organization (NDSO) to
ensure that there is a fully functional GOL-led HIV/AIDS commoditie s and supply chain
management (SCM) system, which can guarantee 100% commodity security for all Hivelated
commodities.

Laboratory systems

Laboratory services are vital to HIV service delivery and will be supported in COP20 through: 1)
laboratory network optimization by strengthening the local referral networks through tiered lab
services 2) strengtheningthe Laboratory Information System (LIS) andmonitoring and evaluation
(M&E) system, including dashboard and data visualization; 3) sipporting the laboratory quality
system, hiosafety, and waste management and; 4) supporting the development of lab policies,
strategic plans, and guidelines. This will ensure improved VL coverage of 100% by the end of COP20
(refer to Section 5.0 for more details). The secondLePHIA will help clarify the programmatic gains
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made in the past three years and show where Lesotho is with regards to the UNAIDS 990-90
goals.

idemiological and health d

Optimization of information systems such as eRegistes and DHIS2 at the he#h facility level will
ensure timely, complete, and accurate data management to inform programmatic planning by the
host country. National rollout of electronic registers (eRegistes) will ensure a viable unique
identifier system that will allow patients to be tracked across health facilities and allow for the
sustainable measurement of the cascade of HIV services. Furthermore, identifying HIV recent
infections will enable a system of casebased surveillance to prevent, detect, and intervene on the
epidemic, especially once Lesotho reaches epidemic control.

. | y indi

PEPFAR Lesotho is currently investing in the appropriate areas to sustain epidemic control once it
is reached. Planning and coordination will needto be refined as Lesotho transitions from a donor
centered environment to one that is host country-led. Once the systems for laboratory, supply
chain, and health information are established and optimized, knowledge and skills transfer through
our current i mplementing partners should enable the host country to assume operations. For full
ownership, however, the host country will need to continually invest resources in the maintenance
of these systems, including procurement of essential commaodities. In addibn, the host country
will need to determine the level of human resources, including types of health cadres, needed to
maintain the epidemic and be ready to increase investments in human resources. It should also be
mentioned that political instability, co rruption, and limited technical capacity are challenges that
cannot be fully addressed by the PEPFAR Lesotho program but can seriously affect the
sustainability of its response.

Since COP19 and COP20, PEPFAR and GF have maintained and synergized resauirté esotho to
address gaps in sustainable epidemic control. In its current grant, GF has been investing in resilient
and sustainable systems for health through human resources (including village health workers),
strategic information systems, and procurement and supply chain management systems.

PEPFAR Lesotho will increasingly work with and implement activities through indigenous partners
to build local capacity, increase program sustainability, and ensure sustainable epidemic control.
PEPFARagencies have taken measured steps to increase funding towards local, indigenous prime
partners. For USAID, current transition milestones are set at 30% for COP19, reaching 48% of their
portfolio to be implemented by indigenous entities, by COP22.USAID awarded the OVC/DREAMS
grant and transferred portions of their care and treatment portfolio to local partners in
COP19. CDC will provide preference points to local applicants in their upcoming treatment and
laboratory cooperative agreements, to be awardedn COP20. Furthermore, they will incorporate
health system strengthening activities for the MOH in all new awards to develop local capacity.
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2.5 Alignment of PEPFAR investments geographically to disease burden

According to LePHIA 2016/2017, HIV prevalece is similar among most districts in Lesotho, ranging

AOI T a¢er ET "AOAA O ayr ET -1 EAI ABubde YherdAthé 4EA [
prevalence is 18%. The HIV burden in Lesotho, however, remains in the more densely populated

and more urban lowlands to the west and southwest of Lesotho, which encompasses the districts
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in COP17 and COP18, leading to 99% coverage of PLHIV on ART. In COP20, PEPFAR will remain

in these 207 sites to maintain care and treatment activitiesand ensure retention of patients on ART.

In COP20, PEPFAR Lesotho will be expanding DREAMS from the districts of Maseru (59,050

1" 97q AT A "AOAA jaahaén ''"97q OF OEA AEOOOEAOO I A&
(15,524 AGYW). This expansion wifprovide DREAMS coverage in four of the five lowland districts,

which contain majority of the AGYW (as well as AGYW living with HIV) in Lesotho. The GF has

traditionally implemented DREAMS-like activities in all the other 8 districts in Lesotho. In COP20,

G& xEIl A@QEO -AEAOGAT ¢ AT A -TEAITABO (TAE AT A OAE]
transition into Leribe (34,734 AGYW) to scaleup the AGYW programming in this district, while

maintaining level investments in the other five highland districts.
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Figure 251 PLHIV, treatment coverage, and viral load coverage by SNU.

Figure 1: Number of PLHIV Figure 2: ART Coverage
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Figure 3: Viral Load Coverage
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2.6 Stakeholder Engagement

COP20 development included various stakeholders from the MOH, civil society organizations
(CSO0s), GF Country Team, National AIDS Commissior{NAC), United Nations Agencies, faith-
based organizations, PEPFAR implementing partners, and other select local norgovernment
organizations in a three-day stakeholder retreat from 28th to 30th January 2020 CSOs that
participated included Lesotho Network of AIDS Services Organizations (LENASO), Lesotho
Network of People Living with HIV and AIDS (LENEPWHA), MATRIX, Lesotho Council of NGOS
(LCN), SkillShare Lesotho, Care for Basotho, Phelisanang Bophelong (PB), Mantsopa Institute,
Sentebale, Community of Wamen Living with HIV (CWL), Society for Women and AIDS in Africa
Lesotho (SWAALES), Sesotho Media, Bacha Re Bacha, Master of Healing Foundation, Women and
Law South Africa (WLSA), and Migrant Workers. FRaith-based organizations (FBOs)that
participated included Christian Health Association of Lesotho (CHAL), Lesotho InterReligious
AIDS Consortium (LIRAC), World Vision, Center for Impacting Lives (CIL), and Christian Council
of Lesotho (CCL).

Prior to these meetings, COP20 guidance, along with critical dataand materials (POART FY19 Q4
presentation slides and web links to PEPFAR Solutions Platform, COP19 SDS and Q4 results via
Spotlight) were disseminated to all stakeholders to allow them to come prepared with a baseline
understanding of PEPFAR achievementsand gaps and to allow for enhanced input. These
stakeholder strategic planning meetings were wellattended and well-engaged. Stakeholders
expressed general agreement with many of the COP20 strategic approaches, particularly: 1) client
centered care; 2) entanced retention strategies for PLHIV on ART, especially MMD and TLD
transition; 3) expansion of DREAMS and 4) establishment of communitybased monitoring.

Representatives from the MOH, CSOs, GF Country Team and GF prime recipients, WHCand
UNAIDS participated in the five-day, in-person planning meeting in Johannesburg from 24th to
28th February. Stakeholders contributed to effective discussion and agreed on the collaborative
objectives and strategic priorities for COP20. GF contributed to important disaissions and ensured
complementarity regarding: 1) community-based monitoring; 2) PEPFAR DREAMS expansion into
two districts where GF was already providing AGYW prevention activities; 3) procurement of TPT
commodities; 4) shifts in testing approaches in the highlands; and 5) commodities security and
establishment of the supply chain management directorate. MOH representatives committed to
specific strategic directives and issued a memo to district health management teams and health
providers to help launch many of the PEPFAR Lesotho COP20 priorities. These strategic directives
included: 1) implementation of the HIV risk assessment tool for testing; 2) provision of 36 month
MMD as an option for all stable PLHIV on ART; 3) rapid transition to optimized ART regmens; 4)
supporting the national rollout and use of HIV recency testing and eRegistes.

CSO representatives were given the opportunity to convene with other CSO representatives to put
together a proposal for community-led monitoring (CLM) that can be presented at the COP20
Johannesburg meeting. CSOs believed that the goal of CLM is to improve comprehensive and
guality health service delivery in all PEPFARsupported sites in Lesotho. The two objectives were
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to: 1) gather information and observations to piovide feedback for improvement on quality health
service delivery and 2) promote community ownership and leadership through engagement of
independent CSOs and local community groups. They cited the following service delivery factors
contributing to low ret ention rates in Lesotho: unfriendly service providers stock-out of drugs and
diagnostic tests stigma and discrimination at the health facilities, and long wait times. They would
like to: 1) assess quality and accessibility of health service delivery through the adoption of existing
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data collection, and reporting through hotlines. Information from the scorecards would be

channeled to community committees, health center committees, DHMT meetings, stakeholder
meetings, technical working groups, and PEPFAR POART meetings.hls approach would involve
collaboration with G F and existing scorecards from the ICN to avoid duplication. They proposed a
mechanism where funding would be channeled through one independent CSO who would then

subgrant to other legally registered independent CSOs.

After much deliberation and difficult discussions, it was decided that the funding mechanism for
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letter. In addition, it was noted in the Johannesburg meeting that any CSO who is curretly a prime

or sub partner under PEPFAR would be barred from receiving a grant for CLM, the reason being
that a CSO cannot monitor PEPFAR activities while implementing PEPFARunded activities at the
same time. This limits many of the larger CSOs from recwing funding for CLM. PEPFAR Small
Grants was therefore deemed the most appropriate mechanism for Lesotho since small CSOs or
local organizations would be able to apply. Ten small grants would be made available to local
originations and one grant for a CSO that can provide coordination and capacity building for those
receiving Small Grants.

The draft COP20 strategic direction summary was distributed to all stakeholders prior to
submission on 16th March 2020.

¢e81 AT COAPEEA AT A o1 pOI AOGET 1

As described above, dotal of 207 treatment siteshave been supported since COP1&ith nearly all
facilities having a minimum of 200 PLHIV on treatment. Supported sites accounted for 99% of
persons currently on treatment in Lesotho.

Table 3.1presentsthe current status of ART saturation and progress towards 95/95/95 across SNUs

Table 3.1 Current Status of ART saturation

Prioritization Area

Total PLHIV/% of
all PLHIV for

# Current on ART

# of SNU COPwg

# of SNU COPzo

COP20 (FY1g) (FYz2o0) (FY21)
Attained N/A N/A N/A N/A
Scale-up Saturation | 335,440/100% 247,840 10 10
Scale-up Aggressive N/A N/A N/A N/A
Sustained N/A N/A N/A N/A
Central Support N/A N/A N/A N/A
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As of quarter 1 in COP19, PEPFAR Lesotho had not reached attained status for ART for any of the
ten districts. However, results of the 201617 LePHIA show googrogress towards the UNAIDS 90
90-90 goals with national coverage of 81% of PLHIV diagnosed, 92% of those who know their status
on treatment, and 88% of those on treatment virally suppressed. Unfortunately, program data
currently available shows substantidly lower results, making it difficult to accurately measure

, AOT OET 80 POI COAOO8 4EA ,A0o()! EO AOOOAT OI U AAET G

July, which again should provide an accurate measure of progress. The goal in COP20 is to achieve
at least 90% treatment coverage in all age and sex bands and 95% treatment coverage overall for
the national population of PLHIV.

In COP20, populations to be prioritized include adolescents/young adults and males as they
currently have the lowest ART covernge rates.Efforts to reach these priority populations include
HIV testing services (HTS)focused on selftesting and indexing and establishment of additional

i AT60O AT ET EAO AT A A AvolurdeGshed. IP@limAdryCdatd iodixateEthat thegeC E
efforts have been successful in attracting greater numbers of PLHIV in these two groups. At these
sites, we have been able to achieve highITS yield, linkage to treatment, and retention.

In COP19, PEPFAR is providing VMMC in the five lowland districts, wih a target population of ages
1529. Enhanced efforts will be made to provide VMMC to men who have already undergone
traditional circumcision. Overall coverage as of COP19 Q1 was 59% for males2@5years of age,
OAT CET C AOi 1 ¢pr ET -Maderk ITHedOP20 §odl i to@dhieve #Wo VEINIC
coverage among males 189 years of age in the five lowland districts supported by PEPFARGF
provides support for VMMC in the five highland districts ).
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4.1Finding the missing and getting them on treatment

The goal of the PEPFAR Lesotho program is to reach epidemic control by 2020 among men and
xI T AT T &£ Al ACA CcOi OPO8 4EA 0 %0 & lefore iAtObrGuEel ( 4 3
effective and sustainable case identification and strong linkages to ART to meet the treatment
numbers in the PEPFAR supported sites for all sex and age disaggregates. HTS targets are back
calculated to achieve a national ART coveragef 90% and 95/95/95 across all sex and age bands by
SNU for epidemic control at the national level. In FY21, the PEPFAR Lesotho program will provide
HTS to 166,098 adults and children to identify 17,191 new people living with HIV and link 95% to
care and freatment services; resulting in an aggregate positivity rate of 10%10%for adults, while

the yield for children will be 2%). These targets were derived using the unmet ART need data by
age, sex and district factoring in yield by age and modality assumptions for the different
populations and approaches.
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changing epidemic. In FY21, the PEPFAR supported care angaitment implementing partners will

be responsible for all HIV case identification and linkages to treatment to ensure minimal loss of

patients through the cascade and ensure cost efficiencies in the program, building towards
sustainability in the era of epidemic control. Community case identification will be limited to

tracking of index contacts that are not able to come to the health facilities and/or prefer

community -based testing. HIV selftesting will be used as an additional approach for index contacts

that are not reachable by other means.

In FY21, 58% (men at 65% and women at 54%) of all cases will be from index testing, and only 17%
from other PITC which will be highly targeted and based on risk. TB, PMTCT and diagnostic testing
will be other entry points through which positives are identified. Index testing all new HIV positive

and unsuppressed women living with HIV will be the main modality for identifying children living

with HIV (CLHIV) - contributing 75% of positives, while other PITC contributes 15%, and the rest
are identified through other approaches. Beyond index testing, intensive screening in malnutrition

and inpatient wards will also be utilized to identify CLHIV at the facility level.

In COP20, the program will identify 6,848 men living with HIV nationally. Particular focus will be

placed on young men 2035 years of age and CLHIV in COP20 as informed by the treatment

coverage gap in these groups& 1 O 1T AT A AAOA &£ET AET ch , AOT OET 60 OE¢
other male friendly approaches which offer HIV services integrated with primary health care for

men will continue to be fully utilized and combined with risk screening informed testing.

1 Index testing: Health facilities have traditionally been successful in identifying mainly
femalesliving with HIV; these new female cases will be effectively indexed to reach their
male partners. The program will use supportive clientcentered approaches to enhance
testing of partners such as assisted partner notification, transport reimbursement, flexble
testing hours, and client-preferred testing venues.

1 Selttest: Targeted primary and secondary distribution of HIV self-test (HIVST) kits will also
be used to reach men who do not normally interact with the health system. Targeted
community and risk and demand-based distribution at facility level will be intensified to
reach men. For the adult population, a total of 165,743 HIVST kits will be distributed in FY21,
with 88,827 among females (54%) and 76,916 (46%) among men. Among men, over 65%
(51,729) wll be distributed among men aged 20-39, a group that has the highest unmet need
for treatment.

1 Recency Routine surveillance data from the recency testing program will be fully utilized
to map hotspots for targeted HIVST distribution, index testing, prevention and other
related services to target areas of new infections.

9 Other: Intensive screening of TB suspects and cases will be another modality which will
bring in 16% of the male HIV cases in FY21 while risk based PITC will contribute 17% of the
new male cases.
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Higher than acceptable volumes of HIV testing numbers continue to challenge the health system
with a decreasing positivity rate as the country approaches epidemic control. The program has
taken a data driven approach to develop and roHout a risk screening tool in FY20, and this will be
strengthened in FY21. Close monitoring of site level performance in FY20 will guide the program on
sites that need to retain only diagnostic testing in FY21.

Testing volumes by site will be monitored on a weeky basis to ensure an increase in the positivity
yield and decrease in the volume of testing numbers. All HTS partners will continue to report on
index testing on a weekly basis to monitor trends and ensure scale and fidelity with the strategy.
Program monitoring will be strengthened at site level to identify performance issues, target
interventions to poor performing sites, and use best practices from the highest performing sites
across the program.

S&ECOOA n8vyYsyY OEI xO OEAO A Qasds@ame DonVsvh(91mi204) dithke , AOT O
sites. However, the majority of the sites fall well below the 5% yield mark, indicating high levels of

testing. Using routine site-level yield analysis, the aim of the program is to ensure all sites improve
on case inding and reduce the overall volume of testing through the use of the screening tool.

Figure 4.1.1. Site level analysis for yield and % contribution to OU positives in April 2019
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In FY21, the PEPFAR Lesotho program will therefore make théollowing pivots in the case
identification strategy to enhance case finding for underserved age and sex populations:

1 Roll out and monitor the use of the risk screening tool to increase casadentification in
facilities

1 Use sitelevel data to monitor yield and testing volumes for outpatient departments

9 Scale up index testing and partner notification services prioritizing new positives and
viremic clients to ensure an adult positivity of at least 20%, and contribution of 58% from
index modality
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1 Scale up reency testing and integrate with the index modality to target recent infections
and hotspots with relevant interventions including HIVST and PrEP

1 Integrate HIV self-testing in all testing modalities and use it as a screening approach for
low-risk groups suc as in VMMC clients and other testing for prevention program.

1 Support and collaborate with key stakeholders to promote community education and U=U
messaging to increase acceptability for index testing and partner notification services

1 Strengthen linkagesto treatment through same day ART and physical intrafacility escorts

4.2 Retaining clients on treatment and ensuring viral suppression

The COP20 goal for retention is to easure increased access to quality anctlient centered ART

services to attaindurable viral suppression, prevent HIV transmission, and improve the health and

wellbeing of PLHIV in all sexes and agegroups. 4 EEO EO ET AT ECI i AT O xEOE
strategic framework goal of ensuring HIV programs are accessible and responsive td¢ varying

needs of Basotho so that they can lead healthy productive lives that are not disrupted by treatment

and prevention services. As noted in section 2.2, the APR2019 results show treatment retention is
affected by high attrition rates along the HIV clinical care cascade, with a total of 20,049 (8.8%) of

those currently on treatment lacking clinical contact for more than 28 days. Treatment losses are

highest among those aged 2539 years (i.e. 68% of the total losses in men and 78% of the losses in
women).

The FY20Q1 program results show that among PLHIV who did not have any clinical contact for
more 28 days, 69% were losto-follow up, 14% were confirmed to have transferred out to another
site, 12% refused treatment, and 5% died, (with more deaths recded among those ages 50+ and
30-39). Among the LTFU, 14% are lost within <3 months of ART initiation and 86% are lost after
having been on ART for >3 months. These results demonstrate increased need to tailor retention
services to subpopulations with th e highest attrition rates and strengthening service delivery to
reduce LTFU, treatment refusal, and mortality. Successful retention of transferouts will also be
fostered through continued provision of differentiated service delivery, including MMD for eli gible
beneficiaries.

PEPFAR Lesotho direct service delivery support at site level is limited to health units that have at
least 200 PLHV on ART and a few specialized clinics that offer services for KP, prisoners, and tertiary
institutions (see Figure 42.1 below) The COP20 site level support for improved retention will
continue to focus on these clinics. Site volume analysis shows that 3% of sites account for 80%
of the total FY20Q1 treatment results and these will be prioritized for scaling up the ore client-
centered retention service package that includes differentiated care, active tracking for re
engagement back in to care, integration of collaborative quality improvement to address sitelevel
clinical cascade gaps, and community treatment literay.
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Figure 4.2.1. TX _CURR site volume in FY20Q1
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The sections below provide core COP20 treatment retention priorities for different sub-populations
that include newly initiated, viremic/unsuppressed, children and adolescentsliving with HIV, and
stable adult women and men.

4.2.1 Newly initiated on ART treatment

The national policy guidelines for 2016 recommend Testnd-Treat for all people living with HIV
irrespective of CD4 cell counts. During COP20, the PEPFAR Lesotho program willocus on
retention but continue providing same-day ART initiation for all PLHIV who are ready to start ART
at facility and community levels. The program will continue to strengthen intra -facility and
community -facility linkages to attain >95% proxy linkage through the use of linkage navigators and
focal persons to escort cliats to clinicians to initiate ART. The program will continue to provide
integrated outreaches to increase access for hartb-reach areas and health posts, and expand
differentiated care for priority populations like men, children, adolescents, and youth through
provision of client-friendly health care, flexible working hours (e.g. weekends, early morning or
late evening), and onestop shop-shop ART refills. Treatment retention will be strengthened
through the provision of more efficacious ART regimens including DTG-based regimens and more
optimized pediatric regimens, including LPV/r pellets.

Early retention will be fostered through counseling on ART literacy during the pre-ART initiation,
counselor-led 7-day follow up, SMS reminders on clinic appointments, and linkage to Retention
Case Managers that will provide adherence support and peer support on coping with a new
diagnosis. Adherence assessments will be conducted at each clinic visit and enhanced adherence
counseling will be offered to those who are & risk of LTFU. Active community tracking will be
strengthened prioritizing those who are not ready for sameday ART initiation or those with a
presumptive TB diagnosis to ensure access to treatment. Patients with advanced HIV disease will
be screened to ule out Cryptococcal Meningitis or active TB disease to enable rapid ART initiation.

4.2.2. Unsuppressed or viremic PLHIV
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The FY20Q1 results show that 4% (9,829) of the total adults and children current on ART are virally
unsuppressed, with 65% being women and 35% men. Aggpecific analysis shows that viremia rates
are higher in those aged 25+ years who account for 80% of smppressed PLHIV, followed by
adolescents and young people at 12%, and 9% in children <15 years. During COP20, all viremic
PLHIV will be prioritized to intensified clinical monitoring at facility and community levels.
PEPFAR will continue to support the mational and district ART Advisory Committees who oversee
and recommend the provision of more efficacious second line regimens for those confirmed to have
treatment failure. Health care service providers will be trained on the management of unsuppressed
PLHIV, including provision of enhanced adherence counseling, repeat viral load monitoring,
ensuring timely evaluation for second line if no improvement.

Retention Case Managers will be allocated to each viremic client to provide ongoing adherence and
retention support at facility and community levels, including appointment reminders and peer
support to improve treatment literacy. Active tracking will be initiated on the day that the viral
load results are received at the site to ensure clients return backo the clinic early to start enhanced
adherence counseling.

Professional counsellors will be trained on the provision of ageappropriate enhanced adherence
counseling, including caregivers of viremic children. The inter-partner collaboration of the OVC

and clinical implementing partners will be strengthened to ensure all viremic children are linked

to OVC case managers for additional socieeconomic support at community levels. Sites with a
high volume of viremic PLHIV will be prioritized to establish vi remic clinics, including weekends

to reach children, adolescents, men, and external migrants.

4.2 3. Children and adolescents

PEPAR Lesotho will support MOH to achieve >95% treatment coverage folCLHIV, initiate more
efficacious ART regimensby age and ensure viral suppres$on and retention in care. As of APR 19,
program data shows low viral suppression rate and coverage for children and adolescents. Pediatric
ART optimization will be fast tracked, with national strategies in place to improveCLHIV transition
from nevirapine-based regimens from 38% to 100% during FY20Viral load DBS roll-out is
underway to address the unmet need for viral load coverage among children and adolescents.
Clinically stable CLHIV and adolescents will be enrolled into differentia ted service delivery
including MMD and CAGs to support retention in care. MOH will facilitate focused group
discussions with adolescents and young people to how services can be improved to address unmet
needsand improve access and adherence

The ANC sentinel survey 2018 revealed that adolescent girls aged-1% years account fo 22% of
ANC attendees, while those aged 2024 represents 33% of pregnant women in ANC. Therefore,
PEPFAR Lesotho support to adolescent friendly health corners will be strengthened to support
prevention and screening for HIV, STIs and TB and incorporate @eration Triple Zero (OTZ) into
the already existing teen clubs and get children and adolescents more sefesilient and responsible
for their own health. Children who weigh >20kg will be transitioned to DTG based regimen as soon
as possible.
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Children who are under the age of 10 and those who are not able to enroll into teen clubs/ OTZ will
continue to have their age appropriate psychosocial (PSS) support groups which will meet on a
monthly and quarterly basis. During the PSS group meetings children will o receive clinical
services as well as viral load /DBS specimen collection so that they do not have to miss school during
weekdays coming for clinical consultations. As a strategy to improve retention in children and
adolescents the country will scale upDSD for children and continue to explore other means of
getting health care facilities comfortable for them.

Caregivers who have challenges disclosing HIV status to their children will have trained health

workers to support them during the disclosure process. There will be regular scheduled meetings
of caregivers and health workers to train and refresh caregivers on the importance of ART, methods
of treatment administration, reasons why it should not be stopped unless there are some clinical

indications and address potential challenges which come with age and lifelong treatment and have
them share the strategies that may work better under different circumstances.

Lesotho MOH with PEPFAR support will continue to coordinate clinical and supply chain
implementing partners to ensure that the health facilities do not run out of recommended
efficacious ART regimens and regularly review progress on pediatric ART coverage and retention
in care. Children who experience challenges with adherence and viral suppressn will be linked to
the OVC program for continued support at the community level.

OVC Program

In COP20, the Lesotho OVC program has evolved and will focus on the key challenges for children
in the epidemic specifically the pediatric treatment gap, the high rate of sexual violence against
adolescent girls, and the risk to children posed by poor adult treatment retention and viral
suppression rates. The leading priority for Lesotho currently is working on clear and confirmed
collaboration with the clinical p artners. This will be done through the signing MOUs, agreeing on
shared confidentiality and working together on bi-directional referrals protocols to ensure full
support on retention of children and adolescents in treatment and care

OVC community networks will help to find children who are infected with HIV (including those
who are older and/or asymptomatic), but whose lack of routine contact with health centers makes
them less likely to be diagnosed through traditional clinic-based HIV testing modalities. The OVC
program is prioritizing the scale-up of index testing of biological children of mothers living with
HIV.

To date (FY20) the OVC implementing partner (IP) has establish formalized partnerships with

testing and treatment partners to rapidly increaseOEA 1 01 AAO 1T £ OxAl 16 AEEI AOA
The Treatment partners shared the list of CLHIV to the OVC IP, M2M through their mentor

mothers also is linking the new mothers to OVC partner for household assessments for
comprehensive OVC services. The ésotho OVC program had enrolled 90% of all children living

with HIV below 18 who are currently on treatment, and they are also being used as an index to the

family.
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In COP20, the Lesotho OVC IP, with its wide community reach and social protection expertisewill
play a key role in ensuring that HIV-infected or HIV -affected children and their parents are retained
in care through home visits that promote adherence to ART, accompaniment to clinics, and
provision of socioeconomic assistance. Lesotho also priotized the other four subpopulations to be
served under the OVC program: the children of PLHIV, children of female sex workers, children
exposed or experiencing violence, and HIV exposed Infants. The GOL through the Ministry of Social
Development acknowledges the association of HIV and violence with orpharhood and disability
in Lesotho, and has included these groups in the priority subpopulations.

4.2 4. Adult women on ART

According to the LePHIA, (20162017) results, women have a higher HIV disease burdenith HIV
prevalence at 30.4% and service uptake shows 82% of women living with HIV know their status,
91% of those who know their status are on treatment, and 88% of those on treatment are virally
suppressed. Treatment retention rates ardow in women aged 2539 years who account for 60% of
net losses, followed by adolescent girls and young women (AGYWSs) aged-28 years who account
for 39% of total net losses in WLHIV (APR2019). Although the program has sustained high viral
load coverage at 82% and virolgic suppression rates of 95% among WLHIV on treatment, major
retention barriers exist that are related to long waiting times, sub-optimal differentiated service
delivery, lack of transport, sub-optimal knowledge on the benefits of treatment, and socio-cultural
barriers (e.g. disclosure of HIV status, intimate partner violation/gender-based violence, stigma and
discrimination). External migration has an effect on sustained retention especially for the 17.8% of
women who report that they live outside of Lesotho, including 4.8% who live outside of the country
for one month or more, (LePHIA, 20162017). Over 58.9% travel outside of the country due to work,
mainly in the Republic of South Africa.

During COP20, the program will use awomen-centered approach to address retention barriers
among stable adult women. The program will continue to implement the revised national

treatment policy guidelines by scaling up the provision of optimized ART regimens, (e.g. DTG,
including women of reproductive potential to improve treatment retention, ensure sustained

virologic suppression, reduce morbidity and mortality, and reduce the risk of HIV transmission).

Differentiated service delivery models to reduce long clinic waiting times and risk d LTFU will be
scaled up through the provision of MMD, pharmacy fasttrack refills, CAGs and peersupported
drug delivery using mentor mothers to attain at least 90% coverage for all stable WLHIV. Three-
to six-month MMD will be provided based on national ART commodity stock levels. Clinic
appointments for stable adult WLHIV will be reduced to at least annually to ensure timely viral
load monitoring. High volume clinics in urban or near border crossings will provide migrant -
friendly services during the peak seasons of December and April for those traveling home from
South Africa that will include extended working hours (including weekends), 6-month MMD, fast -
tracking viral load testing and return of results. Enhanced adherence counseling will be provided
at each clinic visit and during community peer support group sessions (e.g. CAGs and menter
mother support groups) to enhance treatment and viral suppression literacy and address any
knowledge gaps on treatment benefits.
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Community -facility tracking for all missed appointments, defaulters, transferouts, and LTFU will
be strengthened to enhance linkage back to care. Retention Case Managers that include Lay
Counsellors, LENASO Focal Persons, and mentor mothers will be utilized to track both facility
community and inter-facility service uptake and all tracking outcomes will be updated in the
tracking tools. All community tracking efforts will be informed by granular site data analyses by
age and-gender to identify clinical cascade attritions, and service deliery models will be adopted
to match the reasons for defaulting treatment. Differentiated service delivery models will be
maintained for those who are re-engaged back in to care, including welcome back messaging.

Socio-cultural barriers will be addressed through the provision routine intimate partner violence
(IPV)/gender-based violence GBV) screening in all service outlets (e.g. ART Clinic, PMTCT, OPD
clinics, etc.) and training health care workers on the minimum post-GBV care package. The
program will collaborate with existing community structures to strengthen health education on
treatment literacy, U=U messaging, and creating demand for MMD uptake.

Integrated PMTCT, ART, FP, and EID services will be provided to all adult women of reproductive
potential to reduce any retention barriers related to clinic transitions. Health care workers will be
multi -skilled to provide client-centered services for motherinfant pairs with a greater focus on
family centered care and clinic appointment spacing based on theHIV, obstetric, or child health
care needs of program beneficiaries. Poinbf-care viral load monitoring for PBFW will be provided
to ensure 100% coverage of eligible women based on national guidelines.

4.2 5. Adult men 15+

During COP18/COP19 Implementai T h OEA BOT COAI 60 OOAAOI AT O cCcOl x0O
FY19Q1 for adult males due to the high treatment new net losses among adult males
(TX_NET_NEW). The FY20Q1 treatment data shows overall net loss of 1,635 males aged&Bveen
FY19Q4 and FY20Q1, with males aged-29 accounting for 65% of treatment losses for adult males
aged 15. At the end of FY20Q1, a total of 78,410 adult 15+ males were reported to be current on
treatment. Estimated viral load coveragewas 82% for dl adult males aged 15 but with 74%
coverageamong ages20-34. Of the 57,514 adult stable ART adults virally suppressed (TX_PVLS, N)
in FY20Q1, only 51% dhe adult malesx AOA OAAAE OET C andory 5%Bvieie fetei@iigO h
a 6-month supply (see tabk 4.2.5.i) Community partners conducted a root-cause analysisfor
defaulting/LTFU ART patients and found 80% of LTFU could be addressed by scaling up MM[i.e.
patients reported being away from home, travel to South Africa, being at work and transportation
issues as primaryeason for defaulting). Additionally, delayed scale-up of optimized ART regimens
like TLD contribute to low VLS, especially among males aged 154.

Table 4.2.5.i. MMD coverage for adult males ages 15+

ARV Dispensing quantity FY20Q1 Adult males receiving
ARV Dispensing Quantity - 3 to 5 months 26,251 (46%)

ARV Dispensing Quantity - 6 or more months 3,059 (5%)

ARV Dispensing Quantity - Less than 3 months 44,428 (49%)
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Figure 4.2.5.ii presents ART coverage available from program data ar2D19UNAIDS Soectrum data

against the 95% coverage target. Based on the recently updated UNAIDS Spectrum data, program

data may underestimate ART coverage for males 15+ AOT OET 8O0 ! 24 DOl COAI AAOQA
coverage at 59% whereas UNAIDS spectrum data estimateoverage for males aged k5at 70%

with discrepancieslargest among age groups 2624, 2529 and 3034. However, the ART coverage

for these age groups is still lower than other populations both by the ART program data and the

spectrum estimates. This calls fo innovative ways to return to care males aged 284 who are being

missed to the program as well as identification of undiagnosed HIV infected males.

Figure 4.2.5.ii. Adult males ages 15+ART coverage/treatment gap
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Retention among this age group iskey to achieveand sustain epidemic control and reduce new
infections. For the remainder of COP19 and COP2020, PEPFAR Lesothions to improve retention
among adult males with special attention to ages 20-34, to greater than 95%and ensure that net
lossesdo not account for more than 1% of the treatment program

MMD

To address barriers identified by the community root causes analysis PEPFAR Lesotho will leverage
MOH and GF investments to scale up MMD and fast-track refill models adopted at facilities to
improve patient experience with an aim to achieve >90% MMD coverage for stable virally
suppressed ART adult malesTo improve adherence, improve patient experience with ART and
address low VLS among adult males, PEPFAR Lesotho will continu® monitor the M/ ( 6 O 4, $
transition plan to ensure that it stays on course and a complete scaleip of TLD for all eligible adult
males is achieved by the end of COP19. PEPFAR Lesotho will continue to track MMD scal@ and
ART optimization by age and sex with corrective actions promptly implemented. To address the
low coverage, PEPFAR Lesotho will ensure that supported facilities developnd weekly track
continuous quality improvement (CQI) activities focused on MMD addressing gaps identifiedusing
fish-bone root cause aralysis.
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The collaborative effort between PEPFAR and MOH for establishing and scalin@® | AT 6 0 Al ET E
have demonstrated convenient access to ART for adult males, peer support and stigma reduction

by providing expanded hours for working males and a one-stop-center for OE A [ skivide O

package. Currently 26 Men clinics are activewith agoal OT OAAAE ¢i AAOQOEOA 1 AT 80
of COP19 and scakdb O1 AO 1 AAOGO i1 1 AT8680 AIEITEAO EIT #/04al
provide training to all facilities to ensure that providers are sensitized to provide adult nen friendly

services. PEPFAR supported sites will be required to continuously refine interventions based on

feedback received from theCLM initiatives to address site specific challenges and enable praders

to align interventions to the needs of the patients.

i

Interventions to address retention at specific sites or districts will be guided by the nationally led

quality improvement framework. During COP19, PEPFAR partners have been implenteOET C O! 2 4
AT AOI AT OAOETT OOO0OCAG AO DPAOO T M rédcd dotudéntaion AT T OET
issues resulting into inaccurate counts This has already demonstrated reduction in the net losses

for both females and males. PEPFAR partners will continously refine interventions to address

emerging reasons for attrition using a CQI approach, root cause analysis and community

monitoring specific to retention issuesfor adult men. PEPFAR Lesotho will ensure that all CQI

initiatives are focused on client-centered care. Promising interventions will be reviewed during

monthly meetings and POART meetings with key stakeholders andconsidered for scaleup.

To return adult men back to treatment (estimated 14,000 adult nen) and address other retation

gaps described above, PEPFAR will conduct an HRH optimization exercise in COP19 to ensure that

HRH support is aligned to retention and capacity strengthened for tracing and returning patients

to care. Expertclientsx ET1 1 AA EAAT OE £E Advidelpder dodnbebn@ andpromdtee AO O
retention. PEPFAR partners will implement interventions using the MenStar approach and
framework (see table4.2.5.iii). Staff with relevant skills working as lay counselor or focalpersons

will be repurposed to focus on retention and returning patients to care.

Health data

PEPFAR Lesotho isalso supporting the scaleup and improvement of eRegistes to include the

pharmacy module that would address documentation issuesSupported stes will routinely identify

PLHIV who do not initiate ART the same day that they were diagnosed (not linked) and those who

miss appointments using appointment registers, missed appointment lists, tracking logs, and LTFU

reports from the Lesotho eRegister Monitoring and reporting of tracking results into the national

OADPT OOET ¢ OUOOAI EAO DOAOET OOI U A A-dpiof the eReBisher | AT CA 8
with a functional shared health record (SHR) system linked with community systems will be scéed
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-up to support the patient tracking initiatives and ensuring that tracking outcomes are routinely
used to update the treatment program report.

CAGs

At the end of FY20Q1, 38,000 ART patients were enrolled in CAZ5with men represening 30% of
CAG participants. CAGs enroliment will continue to be scaled-up for adult men to meet patient
needs for peer psychosocial support. CA& will be recommended specifically for virally
unsuppressed males to support adherenceand increase viral load suppression throughpeer
counseling.

4.3 Prevention, specifically detailing programs for priority programming:
4.3.1 HIV prevention and risk avoidance for AGYW  and OVC

The OVC/DREAMS implementing partner will coordinate with other clinical partners to facilitate
targeting and referrals for HTS and treatment. OVC and DREAMS programming substantially
overlap; OVCs needing DREAMS services will be referred for such servicashich helps to foster
synergies. The caregivers or OVCs who are found positive will be linked with other OVC services
such as psychological support, household economic strengthening, social grants, and other social
welfare services as necessanpll these activities have increased celocation and combined service
delivery with PEPFAR clinical programs, which will foster linkages to clinical HIV service providers,
better connecting AGYW and OVC beneficiaries to additional HIV prevention, care, and treatment
services as neededPEPFAR Lesotho will provide comprehensive, coordinated, and youtHriendly
HIV and sexual and reproductive health (SRH) services to higkrisk OVC and their caregivers, and
AGYW and their male partners

PEPFAR Lesotho will have coordinatd DREAMS and OVC Meetings, DREAMS coordinator
monthly meeting with IPs, monthly targeted supportive supervisions, monthly site Improvement
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http://www.differentiatedcare.org/Portals/0/adam/Content/3qTmUzah5kWCdeEogdiJ5A/File/IAS%20TPT%20supplement%208-Pager%20DIGITAL.pdf
http://www.differentiatedcare.org/Portals/0/adam/Content/3qTmUzah5kWCdeEogdiJ5A/File/IAS%20TPT%20supplement%208-Pager%20DIGITAL.pdf









https://dhis-ls-trace.org/dhis-web-dashboard/
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